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To determine whether psychiatric outpatients represented distinct personality 
types with respect to sociotropy and autonomy, the Sociotropy and Autonomy 
Scale (SAS; Beck, Epstein, Harrison, & Emery, 1983) was administered to 
2,067 psychiatric outpatients with predominantly DSM-III-R mood or anxiety 
disorders. Both agglomerative-hierarchical and nonhierarchical cluster analyses 
performed on the six subscales of the SAS revealed four personality 
types—Independence, Dependence, Individualistic Achievement and Low 
Scoring Controls. Loglinear analyses failed to reveal significant differences 
between clusters in specific Axis I diagnoses, though a significantly higher 
proportion of the sociotropic Dependent type had a Dependent or Avoidant 
personality disorder. The autonomous Independent and sociotropic Dependent 
clusters also had higher levels of self-reported and clinically rated depression 
and anxiety than did the Individualistic Achievement and Low Scoring groups. 
The implications of these results for understanding the relationship between 
personality and psychopathology are discussed. 
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In Beck’s cognitive model of depression (Beck, 1983, 1987), the cognitive 
personality constructs of sociotropy and autonomy are considered possible 
distal contributory factors that influence the etiology, symptom presenta¬ 
tion, and treatment response in reactive depression. Sociotropy reflects a 
personality orientation involving an investment in positive social interac¬ 
tions, whereas the autonomous personality mode reflects an investment in 
preserving independence from other people, mobility, and freedom of 
choice. Most of the research on sociotropy and autonomy has focused on 
the etiologic hypotheses of the model, with studies reporting significant in¬ 
teractions between sociotropy and negative interpersonal events. Fewer 
studies have reported significant interactions between autonomy and nega¬ 
tive achievement events, possibly because of psychometric limitations with 
the SAS Autonomy Total Scale (for reviews see Clark & Steer, 1996; Coyne 
& Whiffen, 1995; Nietzel & Harris, 1990). 

Beck (1983) also proposed that personality can influence symptom 
presentation during an acute depressive episode. For highly sociotropic in¬ 
dividuals, depression revolves around the theme of deprivation with a clini¬ 
cal presentation which includes symptoms such as requests for help, loss 
of gratification, crying, concern about personal and social attractiveness, 
lability of mood, anxiety, passive modes of suicide attempts, and heightened 
sadness and loneliness. For the autonomous person, depression centers on 
the theme of defeat and so prominent clinical features include the symp¬ 
toms of anhedonia, self-criticalness, withdrawal and lost of interest in peo¬ 
ple, inability to cry, active modes for suicide attempts, hostility, and concern 
about personal effectiveness. 

Several studies have investigated the symptom specificity hypothesis in 
both clinical and nonclinical samples. Although there is some evidence that 
the personality traits of sociotropy and autonomy may influence the clinical 
presentation of depression, the findings across the various studies are in¬ 
consistent. Some studies found clear evidence of symptom specificity for 
sociotropy and autonomy (Robins, Hayes, Block, Kramer, & Villena, 1995; 
Robins & Luten, 1991), whereas other studies found symptom specificity 
for one of the personality constructs but not the other (Persons, Miranda, 
& Perloff, 1991; Robins, Block, & Peselow, 1989). Still other studies re¬ 
ported evidence of nonspecificity, with sociotropy showing a significant re¬ 
lationship with symptom severity in general (Haslam & Beck, 1994; Jolly, 
Dyck, Kramer, & Wherry, 1996). Finally other researchers have obtained 
weak or negative results in their investigations of personality-symptom 
specificity (Persons, Burns, Perloff, & Miranda, 1993). However, it is worth 
noting that, with the exception of Haslam and Beck (1994), most of the 
studies have been based on relatively small clinical samples, and only a few 
used the SAS. Furthermore most studies investigated symptom specificity 
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with a priori symptom composites of questionable coherence rather than 
searching for optimal patterns of covariation in a more exploratory fashion. 

In the first published study to investigate the direct relationship be¬ 
tween personality vulnerability and DSM-III-R Axis II personality disor¬ 
ders, Quimette, Klein, Anderson, Riso, and Lizardi (1994) found a unique 
association between Personal Style Inventory (PSI) Sociotropy and 
avoidant, dependent, and histrionic personality disorders. PSI Autonomy, 
on the other hand, was significantly associated with paranoid, borderline 
and self-defeating Axis II diagnoses. Thus in addition to an association with 
symptom presentation, dimensionally based measures of personality vulner¬ 
ability may also have relevance for categorically based personality disorders 
of DSM-III-R. However, this finding remains tentative because the 
Quimette et al. (1994) study was based on a relatively small sample of clini¬ 
cal patients with personality disorders (n = 95) and the PSI rather than 
the SAS was used to assess sociotropy and autonomy. 

One issue that is central to these studies is whether sociotropy and 
autonomy should be treated as continuous personality dimensions, or 
whether subjects should be classified into distinct sociotropic and autono¬ 
mous personality types. Recently Coyne and Whiffen (1995) presented a 
strong argument against the use of typological procedures, especially arbi¬ 
trary cut-off scores, concluding that sociotropy and autonomy should always 
be treated as continuous variables. However, no published studies to date 
have investigated whether a statistically based typological approach, which 
includes all scores in a data set, would be useful in the study of personality 
vulnerability and psychopathology. Haslam and Beck (1994) reported the 
only published study to investigate whether naturally occurring sociotropic 
and autonomous personality types could be found in depressed psychiatric 
outpatients. Using taxometric procedures that required that all variables 
be dichotomized, they were unable to find evidence of distinct sociotropic 
and autonomous profiles. However, it is important to also explore the per¬ 
sonality typology question using statistical procedures that maintain the 
continuous nature of the personality variables rather than requiring that 
the data be reconfigured to fit a dichotomous distribution. 

In the present study, cluster analyses were performed on the six 
subscales of the SAS to determine whether clinically distinct sociotropic 
and autonomous personality styles could be identified. These subscales 
were used rather than the SAS Sociotropy and Autonomy Tbtal Scales be¬ 
cause we wanted to delineate more specific personality profiles than would 
be possible by relying on the more general SAS total scores. A number of 
research questions guided this study. Are there naturally occurring and 
clinically distinct types of patients who fit Beck’s more general prototypes 
of the sociotropic or autonomous personality? Can an SAS personality ty- 
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pology be found using a more exploratory statistical approach, such as clus¬ 
ter analysis, thereby avoiding categorization that relies on the use of arbi¬ 
trary cut-off scores or of dichotomizing personality scales? And even if 
these profiles are found, how valid is this classification for psychopathol¬ 
ogy? Are differences in Axis I or Axis II diagnoses evident between pro¬ 
totype autonomous and sociotropic types? Can a specific symptom profile 
be discovered which is uniquely associated with each personality type? 


METHOD 

Sample and Procedure 

The sample represented 2,067 adult (18 years old and above) outpa¬ 
tients who were diagnosed with DSM-III-R (American Psychiatric Associa¬ 
tion, 1987) disorders at the Philadelphia Center for Cognitive Therapy 
(CCT) between January, 1986, and April, 1994. All primary and secondary 
Axis I diagnoses were based on the Structured Clinical Interview for DSM- 
III-R (SCID; Spitzer, William’s, Gibbon, & First, 1990) administered by 
trained postdoctoral psychology clinicians. There were 1,958 (94.7%) 
Whites, 67 (3.2%) Blacks, and 42 (2.0%) Asians with a mean age of 36.59 
(SD = 11.51) years. Other sociodemographic and diagnostic information 
can be found in Ihbles II and III. 

After signing voluntary consent forms, the patients were routinely admin¬ 
istered the self-report instruments during their intake evaluations. The SCID- 
derived diagnoses were also made at this time by experienced doctoral-level 
diagnosticians who also rated the patients on the various symptom measures. 


Instruments 

Sociotropy-Autonomy Scale 

The Sociotropy-Autonomy Scale (SAS; Beck et al., 1983) contains 60 
statements rated on 5-point scales ranging from 0 (0%) to 4 (100%). The 
30-item Sociotropy and Autonomy Tbtal Scales have coefficient alphas of 
.90 and .83, respectively (Beck et al., 1983). The Sociotropy Scale has also 
been found to have moderate convergent validity with other measures of 
interpersonal dependency and affiliation (Barnett & Gotlib, 1988; Blaney 
& Kutcher, 1991). However, the SAS Autonomy Scale displays inconsistent 
convergence with measures of achievement and independence (Barnett & 
Gotlib, 1988; Blaney & Kutcher, 1991; Cappeliez, 1993; Clark & Beck, 
1991). 
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In the current study, the SAS was also scored for its three Sociotropic 
subscales and its three Autonomous subscales that were described by Beck 
et al. (1983). The coefficient alphas for the three Sociotropy subscales, Con¬ 
cern about Disapproval, Attachment/Separation, and Pleasing Others, were 
.85, .81, and .80; respectively, whereas the coefficient alphas for the three 
Autonomy subscales: Individualistic Achievement, Mobility/Freedom from 
Control, and Solitary Pleasures were .82, .75, and .62, respectively. These 
six subscales have also been used in other studies of the SAS (e.g. Gilbert 
& Reynolds, 1990). 


Beck Scales 

The revised Beck Depression Inventory (Beck & Steer, 1993a) meas¬ 
ured the severity of depressive symptoms (for review see Beck, Steer, & 
Garbin, 1988), whereas the Beck Anxiety Inventory (Beck & Steer, 1993b) 
assessed the intensity of anxiety symptoms. 


Hamilton Scales 

The 24-item Hamilton Psychiatric Rating Scale for Depression (HRSD; 
Guy, 1976; Hamilton, 1960) and 14-item Hamilton Anxiety Rating Scale 
(HARS; Guy, 1976; Hamilton, 1959) were used by clinicians to rate the se¬ 
verities of anxiety and depression in the outpatients. Both instruments tend to 
emphasize the biological and behavioral symptoms of anxiety and depression. 

RESULTS 

SAS Cluster Analyses 

To perform cluster analyses on the six subscales of the SAS, the 
subscale scores for the 2,067 outpatients were first converted into standard 
(z) scores. Because the SAS subscales are composed of a different number 
of items yielding different total score ranges, we utilized standard scores 
to eliminate spurious mean differences that might effect the identification 
of the patient clusters caused by the disparate subscale ranges. Standard 
scores were calculated by subtracting each subscale total score from its 
mean and dividing by its standard deviation. A three-stage approach that 
is described below was then used to ascertain whether distinct types of out¬ 
patients could be identified based on these SAS subscale z scores. 

First, to estimate the replicable number of SAS profile types, 30 ran¬ 
dom subsamples were drawn from the 2,067 outpatients, each representing 
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approximately 25% of the total sample. Using the CLUSTER procedure 
(SAS Institute, 1989), Ward’s (1963) agglomerative-hierarchical cluster 
analysis was independently performed on each subsample. The assumption 
underlying Ward’s technique is that “true” clusters of cases can be identi¬ 
fied by joining groups of patients together whose scores produce minimum 
increases in their within groups sum of squares or error sum of squares. 
An agglomerative hierarchical clustering method was used first to identify 
prototypal or seed profiles that were then employed as initial targets for 
clustering in a subsequent iterative nonhierarchical k-means cluster analysis 
because this two-stage clustering approach is more likely to produce reli¬ 
able clusters that are robust (Borgen & Barnett, 1987; Milligan, 1980). The 
use of a hierarchical clustering method followed by a nonhierarchical pro¬ 
cedure also reduces the tendency toward identifying groups of patients that 
are spuriously composed of equal numbers of patients, an assumption that 
could not be made with respect to SAS types given that the base rates for 
different psychiatric disorders varies considerably in outpatient populations. 

In these analyses, four clusters emerged as the optimal solution 24 
times, whereas five clusters emerged as optimal only six times. Thus, we 
concluded that the four cluster solution was optimal for this data set given 
that it emerged in 80% of the analyses according to Sarle’s (1983) cubic 
clustering criterion. The cubic clustering criterion is an index that is based 
on the amount of variance explained by a cluster relative to the amount 
of variance that would be expected if the clusters were drawn from a ran¬ 
dom, uniform hyper-rectangular distribution. 

Having determined that there were four replicable distinct types, we next 
performed the Ward technique with the total sample to calculate more stable 
estimates of the initial mean target profiles. This agglomerative-hierarchical 
cluster analysis is a minimum-variance technique that identifies the number 
of patient clusters by finding those that have the smallest ratio of within- 
group to between-group variance. Because persons (outliers) with extreme 
scores might distort the identification of reliable clusters, 10% of the total 
sample analysis were considered outliers and excluded to make the solution 
more stable. These subjects were added back into the final analysis 

Finally, a k-means iterative-partitioning cluster analysis was conducted 
with the SAS FASTCLUS procedure (SAS Institute, 1989) to assign all of 
the 2,067 outpatients (including the outliers) to one of the four target- 
subscale profiles that had been identified by Ward’s minimum-variance 
technique. In the k-means method, centroids for the set of four target pro¬ 
files were first calculated; each outpatient was then assigned to the profile 
with the nearest centroid; the centroids were next recalculated; and each 
outpatient was reassigned to a new profile if its present centroid was no 
longer the nearest one. This iterative process continued until no more re- 
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Table I. Means, Standard Deviations, and Mean z Scores of SAS Subscales 
_ by Cluster Type 0 _ 


Type 


M 

SD 

*M 

Independent cluster 

Concern about disapproval 

628 

26.81 

5.37 

0.56 

Attachment/separation 


34.80 

7.17 

0.21 

Pleasing others 


20.25 

3.56 

0.56 

Individualistic achievement 


30.83 

5.91 

0.23 

Mobility/freedom from control 


33.27 

5.27 

0.80 

Solitary pleasures 


15.76 

3.21 

0.63 

Dependent cluster 

Concern about disapproval 

521 

28.57 

5.21 

0.77 

Attachment/separation 


38.71 

6.84 

0.67 

Pleasing others 


20.62 

3.81 

0.63 

Individualistic achievement 


21.97 

5.62 

-0.99 

Mobility/freedom from control 


25.42 

5.68 

-0.32 

Solitary pleasures 


10.32 

3.47 

-0.66 

Individualistic achievement cluster 

Concern about disapproval 

400 

13.65 

6.11 

-1.01 

Attachment/separation 


23.86 

6.92 

-1.06 

Pleasing others 


12.54 

4.45 

-0.90 

Individualistic achievement 


35.54 

4.89 

0.88 

Mobility/freedom from control 


28.80 

6.15 

0.16 

Solitary pleasures 


16.16 

3.12 

0.72 

Low scoring cluster 

Concern about disapproval 

518 

16.48 

5.74 

-0.67 

Attachment/separation 


32.00 

6.93 

-0.11 

Pleasing others 


14.02 

3.97 

-0.62 

Individualistic achievement 


29.38 

5.44 

0.03 

Mobility/freedom from control 


22.24 

5.46 

-0.77 

Solitary pleasures 


10.32 

2.83 

-0.66 


“N = 2,067. 


assignment were possible (see Borgen & Barnett, 1987). Because of this 
iterative process, the order of case entry into the final cluster analysis did 
not effect the final assignment of patients to clusters. The pseudo F statistic 
and approximate expected overall R 2 were 518.40 and .30, indicating that 
the k-means procedure had produced distinct SAS types that adequately 
explained much of the covariation among the scores of the six subscales. 

Thble I presents the raw means and standard deviations along with the 
mean z scores of the six subscales for the four SAS types. The types are 
listed according to the order in which they were extracted in the cluster 
analysis and not in terms of their conceptual importance or prevalence in 
the sample. 

The first SAS type (n = 628) found in "Bible I was labeled an Inde¬ 
pendent cluster because although elevated scores were apparent on Concern 
about Disapproval, Pleasing Others, Mobility/Freedom from Control, and 
Solitary Pleasures, oneway ANOVAs followed by Scheffe post hoc com- 



274 


Clark et al. 


parisons revealed that Mobility/Freedom from Control (F(3,2063) = 405.51, 
p < .001) was the only SAS subscale on which these subjects scored sig¬ 
nificantly higher than the other three clusters. The second SAS type (n = 
521), labeled a Dependent cluster, scored significantly higher than all other 
subjects on Concern about Disapproval (F(3,2063) = 866.03, p < .001) and 
Attachment/Separation (F(3,2063) =362.62, p < .001), and had mean z 
scores that were below average on all three autonomous subscales. 

The third cluster (n = 518), labeled Individualistic Achievement, had 
elevated scores on two of the autonomy subscales combined with very low 
scores on sociotropy. ANOVAs revealed that these subjects scored signifi¬ 
cantly higher on Individualistic Achievement (F(3,2063) = 489.97,/? < .001) 
and significantly lower on all three sociotropy subscales. Finally, a fourth 
Low Scoring cluster (n = 400) obtained mean z scores well below average 
on five of the six SAS subscales. In sum, the cluster analysis resulted in 
two specific autonomous types, Independence and Individualistic Achieve¬ 
ment, and one sociotropic type, Dependence. 


Loglinear Regression of Diagnostic Differences Between Clusters 

Tb investigate the construct validity of the resultant SAS typology, we 
tested whether the prevalence (log odds ratios) of the SAS types varied 
with respect to gender, race, and diagnosis. For the categorical background 
and diagnostic variables, such as gender (Men, Women), a series of maxi¬ 
mum-likelihood loglinear models were generated using the CATMOD pro¬ 
cedure (SAS Institute, 1989). However, all of the loglinear analyses were 
restricted to disorders that were represented by £25 outpatients. Because 
a number of post hoc statistical tests were being conducted, we used a two- 
tailed test of alpha set at the .001 level of significance. 

Tables II and III present the cross-tabulations of the four SAS types 
by gender (Men, Women), ethnicity (White, Non-White), principal diag¬ 
nostic group (Mood, Anxiety, & Other), presence or absence of an Axis 
II personality disorder, and specific DSM-III-R Axis I and II diagnoses. 
Pearson chi-squared tests indicated that the frequencies of the four SAS 
types differed significantly with respect to gender (%2 (3, N = 2,067) = 
31.62, p < .001), race (x 2 (3, N = 2,067) = 25.29, p < .001), principal 
diagnostic group (x 2 (6, N = 2,067) = 85.51, p < .001), presence of a per¬ 
sonality disorder (x 2 (3, N = 2,067) = 80.99, p < .001), and specific DSM- 
III-R Axis II diagnoses (x 2 (24, N = 908) = 100.29 ,p < .001). The Pearson 
chi-square was not significant for the more specific Axis I mood (x 2 (12, N 
= 1,061) = 24.75, ns) and anxiety diagnoses (x 2 (18, N = 653) = 28.04, 
ns) indicating that the four SAS clusters did not differ significantly in the 
proportion of cases assigned to specific Axis I diagnostic categories. A one- 
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Variables 

Independent 

Dependent 

Individual 

Ach. 

Low Scoring 

Total 


n 

(%) 


(%) 

n 

(%) 

n 

(%) 

n 

(%) 

Gender 

Women 

311 

(15) 

326 

(16) 

184 

(9) 

258 

(13) 

1,079 

(52) 

Men 

317 

(15) 

195 

(9) 

216 

(10) 

260 

(13) 

988 

(48) 

Ethnicity 

White 

528 

(28) 

510 

(25) 

365 

(18) 

498 

(24) 

1,958 

(95) 

Nonwhite 

43 

(2) 

11 

(1) 

35 

(2) 

20 

(1) 

109 

(5) 

Principal diagnosis 

Mood 

343 

(17) 

312 

(15) 

183 

(9) 

223 

(ID 

1,061 

(51) 

Anxiety 

198 

GO) 

166 

(8) 

105 

(5) 

184 

(9) 

653 

(32) 

Other 

87 

(4) 

43 

(2) 

112 

(5) 

111 

(5) 

353 

(17) 

Personality disorder 

Yes 

341 

(17) 

277 

(13) 

137 

(7) 

175 

(9) 

930 

(45) 

No 

287 

(14) 

244 

(12) 

263 

(13) 

343 

(17) 

1,137 

(55) 

Total 

628 

(30) 

521 

(25) 

400 

(19) 

518 

(25) 

2,067 

(100) 


way ANOVA revealed that age was significant (F( 3, 2063) = 9.80, p < 
.001) with the 988 men (Af = 37.70, SD = 11.80) approximately 2 years 
older than the 1,079 women (M = 35.58, SD = 11.15; f(2,065) = 4.18, p 
< .001). Scheffe’ tests indicated that the Dependent (M = 34.69, SD = 
10.72) type was younger (p < .001) than the Individualistic Achievement 
(M = 38.65, SD = 11.70) and Low Scoring (M = 37.25, SD = 12.40) types, 
and that the Individualistic Achievement group was significantly older than 
the Independent group (Af = 36.33, SD = 11.02). 

As ihble II indicates, the prevalences of the SAS types differed with 
respect to gender and principal diagnostic categories (Mood, Anxiety, 
Other). Loglinear analysis indicated that a higher proportion of women 
than men were represented by the Dependent type (Wald x 2 (L N ~ 2,067) 
= 30.53, p < .001). Similarly, the SAS types were discriminated with respect 
to ethnicity. Whites were more likely to be classified Dependent (Wald x 2 (l, 
N = 2,067) = 11.82, p < .001), whereas Non-Whites were more likely to 
reflect the Individualistic Achievement type (Wald x 2 (l, N = 2,067) = 
15.30, p < .001). In terms of principal diagnosis, the Dependent cluster 
(Wald x 2 (1, N = 2,067) = 33.03, p < .001) was more likely to be diagnosed 
with a Mood disorder than was the Individualistic Achievement group 
(Wald x 2 (1. N = 2,067) = 11.21, p < .001) after controlling for differences 
in gender. In addition, Dependent subjects (Wald x 2 (l, N = 2,067) = 24.61, 
p < .001) were more likely to have a comorbid Axis II disorder than were 
the Individualistic Achievement subjects (Wald x 2 (1, N = 2,067) = 20.42, 
p < .001). None of the loglinear parameter estimates for the specific DSM- 
III-R mood and anxiety disorders listed in Thble III were significant. 
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Table m. SAS Cluster Types by DSM-III-R Axis I and II Diagnoses 0 


Variables 

Independent 

Dependent 

Individual 

Ach. 

Low Scoring 

Total 


n 

(%) 

« 

(%) 

» 

(%) 

n 

(%) 

n 

(%) 

Specific mood disorders 
Major Dep-S 82 

(8) 

57 

(5) 

42 

(4) 

43 

(4) 

224 

(21) 

Major Dep-R 

144 

(14) 

170 

(16) 

83 

(8) 

104 

(10) 

501 

(47) 

Bipolar 

42 

(4) 

25 

(2) 

17 

(2) 

21 

(2) 

105 

(10) 

Dysthymia 

52 

(i) 

45 

(4) 

21 

(2) 

28 

(3) 

146 

(14) 

Dep NOS 

23 

<2) 

15 

(1) 

20 

(2) 

27 

(3) 

85 

(8) 

Total 

343 

(32) 

312 

(29) 

183 

(17) 

223 

(21) 

1,061 

(100) 

Specific anxiety disorders 
Panic 31 

(5) 

29 

(4) 

15 

(2) 

39 

(6) 

114 

08) 

GAD 

49 

(8) 

38 

(6) 

22 

(3) 

40 

(6) 

149 

(23) 

Agoraphobia 

54 

(8) 

40 

(6) 

26 

(4) 

49 

(8) 

169 

(26) 

Social 

26 

(4) 

33 

(5) 

16 

(3) 

13 

(2) 

88 

(14) 

Simple 

9 

(1) 

3 

(1) 

6 

(1) 

7 

(1) 

25 

(4) 

OCD 

13 

(2) 

16 

(3) 

6 

(1) 

13 

(2) 

48 

(7) 

Anx NOS 

16 

(3) 

7 

(1) 

14 

(2) 

23 

(4) 

60 

(9) 

Total 

198 

(30) 

166 

(25) 

105 

(16) 

184 

(28) 

653 

(100) 

Specific personality disorders 
Paranoid 17 (2) 

8 

(1) 

9 

(1) 

3 

(>1) 

37 

(4) 

Compulsive 

51 

(6) 

30 

(3) 

27 

(3) 

47 

(5) 

155 

(17) 

Histrionic 

13 

(1) 

8 

(1) 

8 

(1) 

12 

(1) 

41 

(5) 

Dependent 

31 

(3) 

59 

(7) 

2 

(>1) 

22 

(2) 

114 

(13) 

Narcissistic 

12 

(1) 

4 

(>1) 

10 

(1) 

10 

(1) 

36 

(4) 

Avoidant 

101 

(ID 

93 

(10) 

24 

(3) 

30 

(3) 

248 

(27) 

Borderline 

26 

<3> 

28 

(3) 

13 

(1) 

8 

(1) 

75 

(8) 

Passive agg 

19 

(2) 

7 

(1) 

7 

(1) 

7 

(1) 

40 

(4) 

PD NOS 

62 

(7) 

39 

(4) 

28 

(3) 

33 

(4) 

162 

(18) 

Total 

332 

(37) 

276 

(30) 

128 

(14) 

172 

(19) 

908 

(100) 


“Individual. Ach. = Individualistic Achievement. 


With respect to the nine specific personality disorders that had >24 
outpatients (Thble III), the Dependent (Wald % 2 (1, N = 908) = 30.61, p 
< .001) and Avoidant (Wald % 2 (1, N = 908) = 15.01, p < .001) personality 
disorders were more prevalent in the Dependent cluster than in the other 
SAS types. In contrast, the Individualistic Achievement type was less likely 
than the three other SAS clusters to be diagnosed with a Dependent dis¬ 
order (Wald x 2 (1> N = 908) = 12.33, p < .001). No other significant dif¬ 
ferences in DSM-III-R personality disorders were found among the SAS 
cluster types. 

Tb detect possible interactions among gender, principal diagnostic cate¬ 
gory (Mood, Anxiety, Other), and the presence or absence of a personality 
disorder, the three-way combinations of these variables with the four SAS 
types were entered independently into the loglinear analyses. Ethnicity was 
not entered into these interactions because Non-Whites represented ap- 
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Table IV. Means and Standard Deviations on Depression and Anxiety Total Scales by 
_SAS Types 0 _ 


Scale 

Independent 
(n = 526) 

Dependent 

0 n = 437) 

Individual. Ach. 

(n = 320) 

Low Scoring 
(n = 418) 


M 

SD 

M 

SD 

M 

SD 

M 

SD 

Total scores 
BDI 

20.56 

10.23 

21.94 

10.05 

13.83 

9.50 

14.17 

8.68 

HRSD 

16.28 

8.24 

18.06 

8.19 

11.74 

7.67 

12.74 

7.32 

BAI 

18.31 

12.37 

19.38 

11.66 

11.53 

10.48 

13.45 

10.75 

HARS 

13.53 

8.00 

14.49 

7.28 

9.73 

6.34 

10.64 

6.37 


"Individual. Ach. = Individualistic Achievement, BDI = Beck Depression Inventory, HRSD 
= Hamilton Rating Scale of Depression, BAI = Beck Anxiety Inventoiy, HARS = Hamilton 
Anxiety Rating Scale. 


proxunately 5% of the overall sample and would yield either very small n’s 
or zero cells with respect to a number of the cross-tabulations. Also age 
was not controlled for in the loglinear analyses because it was nested within 
sex. None of these three-way interactions with SAS type was significant. 


MANOVA for Symptom Differences Between Clusters 

Tb determine whether the four SAS types were differentiated with re¬ 
spect to self-reported and clinically rated symptom measures of anxiety and 
depression, a MANOVA was first performed to compare the four SAS per¬ 
sonality types on the BDI, BAI, HRSD, and HARS total scores. Because 
the canonical variate underlying these four total scores was positively re¬ 
lated to gender (Canonical r = .19, p < .001), gender was controlled for 
in the MANOVA The MANOVA was highly significant (F(4,1696) = 17.15, 
p < .001; Wilks’ lambda = .96). "Bible IV presents means and standard 
deviations for the four SAS clusters on the anxiety and depression symptom 
measures. Post-hoc Scheffe tests for the mean BDI, BAI, HRSD, and 
HARS total scores indicated that the Independent and Dependent types 
had significantly higher mean total scores across all four instruments than 
did the Individualistic Achievement and Low Scoring personality types. The 
former two types and latter two types had comparable mean total scores 
with each other on all four instruments. 


Discriminant Function Analysis of Individual Symptom Items 

Finally, to ascertain which specific symptoms differentiated the four 
SAS types, a stepwise discriminant-function analysis using a forward selec¬ 
tion technique was performed on the 21 BDI, 21 BAI, 24 HRSD, and 14 
HARS items controlling for sex (canonical r = .43, p < .001). Only symp¬ 
toms that were significant beyond the .001 level and contributed at least 
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Table V. Means and Standard Deviations on Specific Depression and Anxiety Symptom 
_ Items by SAS Types 0 _ 


Scale 

Independent 
(n = 526) 

Dependent 
(n = 437) 

Individual. Ach. 
(n = 320) 

Low Scoring 
(n = 418) 


M 

SD 

M 

SD 

M 

SD 

M 

SD 

Differentiating symptoms 
BDI Guilt 

1.06 

0.90 

1.11 

0.87 

0.51 

0.74 

0.56 

0.71 

BDI Self-accusations 

1.36 

0.80 

1.44 

0.79 

0.84 

0.75 

0.94 

0.70 

BAI Nervous 

1.71 

0.90 

1.82 

0.89 

1.17 

0.94 

1.32 

0.91 

HRSD worthlessness 

1.06 

0.84 

1.17 

0.94 

0.69 

0.79 

0.78 

0.82 

BDI Social withdrawal 

1.00 

0.88 

0.93 

0.81 

0.78 

0.85 

0.55 

0.68 

BDI Pessimism 

1.07 

0.85 

1.27 

0.87 

0.67 

0.75 

0.81 

0.78 

BDI Body image change 

0.92 

0.95 

0.95 

0.93 

0.62 

0.86 

0.47 

0.74 


"Individual. Ach. = Individualistic Achievement, BDI = Beck Depression Inventory, HRSD 
= Hamilton Rating Scale of Depression. 


1% unique variance to the explanation of the discriminant space that dif¬ 
ferentiated the four SAS types were retained. One significant discriminant 
function emerged (Wilks’ lambda = .82, F(80, 1620) = 4.52, p < .001) 
accounting for 23% of the discriminant space. 

Thble V presents the means and standard deviations of the seven symp¬ 
tom items that were found by the stepwise discriminant-function analysis 
to distinguish among the four SAS types. The seven symptoms were BDI 
Guilt, BDI Self-accusations, BAI Nervousness, HRSD Worthlessness, BDI 
Social Withdrawal, BDI Pessimism, and BDI Body Image Change. The per¬ 
centages of unique variance contributed by these seven respective symp¬ 
toms were 10%, 4%, 3%, 2%, 2%, 1%, and 1%. Tbgether the variables 
had an overall R 2 of .23 

Post hoc Scheffe tests on the means of the seven symptoms shown in 
Thble V revealed a similar pattern to that found with the total scores. The 
Independent and Dependent clusters had significantly higher mean ratings 
(p < .001) across all seven symptoms than did the Individualistic Achieve¬ 
ment and Low Scoring types. The former two types and latter two types 
had comparable mean symptom ratings with respect to all seven symptoms. 

DISCUSSION 

In the present study, four distinct and replicable sociotropic and 
autonomous personality types were derived from a series of cluster analyses 
performed on 2,067 psychiatric outpatients. Three of these clusters con¬ 
formed to the sociotropic (i.e.. Dependent) or autonomous (i.e., Inde¬ 
pendent and Individualistic Achievement) personality profiles described by 
Beck (1983). Based on cluster analyses performed on the six SAS subscales, 
the four personality types, which we labeled Independence, Dependence, 
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Individualistic Achievement and Low Scoring Controls, showed significant 
differentiation with respect to age, gender, personality disorders and symp¬ 
tom severity. However, the sociotropic and autonomous personality types 
did not differ significantly on specific DSM-III-R mood and anxiety diag¬ 
noses. Also, we did not find evidence of an association between SAS ty¬ 
pology and the hypothesized sociotropic and autonomous symptom 
patterns. It is possible that the lack of differences between the clusters on 
specific Axis I and II diagnoses may be due to psychometric limitations 
that have been identified with the SAS Autonomy Scale (Barnett & Gotlib, 
1988; Clark, Steer, Beck & Ross, 1995; Robins & Block, 1988). 

The sociotropic Dependent type, which emerged in our cluster analy¬ 
ses, conformed closely to Beck’s (1983) description of this personality con¬ 
stellation. The 521 outpatients who comprised this cluster scored 
significantly higher on the Concern about Disapproval and Attach¬ 
ment/Separation subscales of the SAS than the remaining three clusters. 
This indicates that these two components of sociotropy are important in 
identifying a sociotropic personality orientation in psychiatric outpatients. 
Autonomy, on the other hand, was represented by two clusters—Inde¬ 
pendence and Individualistic Achievement. Participants within the Inde¬ 
pendence cluster scored significantly higher than all other clusters on SAS 
Mobility/Freedom from Control, whereas the Individualistic Achievement 
group scored significantly higher on SAS Individualistic Achievement and 
significantly lower on all three sociotropy subscales. 

The pattern of results obtained with the diagnostic and symptom data 
revealed that the Dependent and Independent clusters were more patho¬ 
logical than the Individualistic Achievement and Low Scoring types. The 
Dependent and Independent groups did not differ in the proportion of 
principal diagnoses of Mood Disorder or presence of a Personality Disor¬ 
der, though only the Dependent subjects differed significantly from the In¬ 
dividualistic Achievement cluster on these variables. Furthermore, we did 
find that the Dependent cluster had more diagnoses of Dependent and 
Avoidant personality disorder than the Independent or Individualistic 
Achievement groups. With the exception of these differences, the Depend¬ 
ent and Independent clusters were quite similar on the diagnostic and 
symptom variables. Both clusters scored significantly higher than the Indi¬ 
vidualistic Achievement and Low Scoring types on all four anxiety and de¬ 
pression symptom measures, as well as on the seven distinctive symptoms 
identified in the discriminant function analysis. 

The emergence of two personality clusters, Dependence and Inde¬ 
pendence, that were characterized by a significant elevation in symptom 
disturbance is of greater importance to an understanding of autonomy than 
of sociotropy. The association between sociotropic Dependency and symp- 
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tom severity or greater psychopathology is consistent with previous studies 
(Barnett & Gotlib, 1988; Cappeliez, 1993; Clark & Beck, 1991; Clark et 
al., 1995; Gilbert & Reynolds, 1990; Jolly et al., 1996; Moore & Blackburn, 

1994) . However, our finding that one of the autonomous clusters, Inde¬ 
pendence, was associated with as much symptom disturbance or maladjust¬ 
ment as was evident with the sociotropic Dependent type is contrary to a 
number of previous studies which did not find a significant association be¬ 
tween autonomy and psychopathology (Gilbert & Reynolds, 1990; Haslam 
& Beck, 1994; Moore & Blackburn, 1994; Nietzel & Harris, 1990; Robins 
& Block, 1988; Robins et al., 1989; Rude & Burnham, 1993). The negative 
results obtained in earlier studies may be due to the psychometric limita¬ 
tions that have been found with the SAS Autonomy Tbtal Score, or it could 
be due to the failure to disentangle the maladaptive or vulnerability aspects 
of autonomy from its more adaptive features. 

We believe that the main reason for the more positive findings for auton¬ 
omy in the present study can be attributed to the cluster solution which split 
the construct into two types, Independence and Individualistic Achievement. 
It is evident from the pattern of results obtained with the loglinear analyses 
and MANOVA that the Independence cluster represents a more pathological 
aspect of autonomy, whereas the Individualistic Achievement cluster may 
represent a healthier, less pathological component of the construct. Other 
researchers have also commented that autonomy may be more heterogene¬ 
ous, containing elements of both disturbance and positive adjustment (Blaney 
& Kutcher, 1991; Clark & Beck, 1991; Robins & Block, 1988; Rude & Burn¬ 
ham, 1993). It would appear from the present results that Independence, with 
its concentration on Mobility/Freedom From Control items, captures the 
more pathological aspects of autonomy. 

TTiis finding is consistent with our research on the Revised SAS. In 
these nonclinical studies, 33 new autonomy items were written to address 
some of the psychometric limitations found with the original SAS Auton¬ 
omy Tbtal Scale. Factor analysis revealed two dimensions of autonomy, Soli¬ 
tude and Independence, and one dimension of Sociotropy (Clark et al., 

1995) . The Solitude Scale included some items from the original SAS Mo¬ 
bility/Freedom from Control subscale, whereas the Revised SAS Inde¬ 
pendence Scale included items from the original SAS Individualistic 
Achievement subscale. In studies with the Revised SAS, Solitude has con¬ 
sistently shown a positive association with measures of psychological dis¬ 
turbance, whereas the Revised SAS Independence has been linked to 
measures of positive health and well-being (Clark et al., 1995). Thus the 
Independent cluster in the present study bears a close resemblance to the 
Revised SAS Solitude dimension, and the Individualistic Achievement clus¬ 
ter is similar to the Revised SAS Independence scale. Tbgether these find- 
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mgs indicate that when autonomy is broken down into its various compo¬ 
nents, items assessing solitude and an insensitivity to the needs of others 
are related to maladaptiveness and disturbance, whereas items reflecting 
individualism, assertiveness and achievement are associated with positive 
adjustment and well-being. 

Although our sociotropic and autonomous clusters did not evidence 
the specific symptom pattern predicted by the cognitive model (Beck, 1983), 
it is noteworthy that the relationship between the Dependent and Inde¬ 
pendent clusters and symptom severity was accounted for by a few distinc¬ 
tive symptoms. A number of these items, such as BDI Guilt, BDI 
Self-Accusations, BDI Pessimism and HRSD Worthlessness, are subjective 
symptoms which the cognitive model considers characteristic of depression 
(Beck, 1987). It would appear that a tendency by highly Dependent or In¬ 
dependent patients to experience more depressotypic thinking is also linked 
to more severe levels of psychopathology. In addition, the emergence of 
depressotypic thinking as the key variables distinguishing the Dependent 
and Independent clusters may be related to the presence of a higher per¬ 
centage of mood orders in the Dependent group, in particular. 

At least some of the symptoms that distinguished the Dependent and 
Independent personality types (i.e., worthlessness, self-accusations and pes¬ 
simism) characterize hopelessness depression (Abramson, Metalsky & Al¬ 
loy, 1989). In a recent study of hopelessness in unipolar depressed 
inpatients, high hopelessness patients were distinguished from low hope¬ 
lessness patients on such symptoms as sad affect, suicide, body image 
change, sense of failure, self-dislike and depressotypic cognitions (Whis- 
man, Miller, Norman, & Keitner, 1995). The similarity between these find¬ 
ings and our own results supports Abramson et al.’s (1989) contention of 
a possible link between sociotropy (dependency) and autonomy (inde¬ 
pendence), and the tendency to experience hopelessness depression. 

In summary, the present results demonstrated that there are psychiat¬ 
ric outpatients who have a personality profile that fits very closely to the 
prototypic sociotropic and autonomous personalities described by Beck 
(1983). The sociotropic Dependent patients and the autonomous Inde¬ 
pendent subjects had more extensive psychopathology and a more severe 
generalized symptom presentation which was characterized by a tendency 
to experience elevated levels of negative self-referent thinking. The autono¬ 
mous Individualistic Achievement patients, on the other hand, were not 
distinguished on any of the diagnostic or symptom variables. These findings 
support the cognitive model in proposing a relationship between personality 
vulnerability and psychopathology. However, the relationship may not be 
as specific as originally conceived, and it is clear that future research on 
autonomy must separate out the adaptive and maladaptive aspects of this 
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construct. Given that the cluster analyses performed in the present study 
were able to clarify the heterogeneous nature of autonomy, researchers may 
want to reconsider the potential usefulness of typological statistical proce¬ 
dures when investigating personality vulnerability in psychopathology. 
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